Introduction
In recent decades our capacity to treat illness has expanded exponentially. Doctors can now administer over 6,000 medications and 4,000 medical and surgical interventions, for over 13,000 diagnoses (Gawande, 2009) . With these improvements in healthcare patients are living longer, albeit with more complex conditions (Institute of Medicine (IMO), 2001 ). This results in greater acuity among patient populations and a heavier and more challenging workload for hospital doctors.
Doctors also face increasing external accountability for their work. It is estimated that between 180,000 to 195,000 patients die each year in the United States due to medical error (Kohn, Corrigan & Donaldson, 2000; Levinson, 2010) . The problem of suboptimal care extends beyond the US with several countries reporting unacceptable levels of care (Collins & Joyce, 2008; Health Service Executive, 2011; Ovretviet, 2000; Bartlett, Blais, Tamblyn, Clermont & MacGibbon, 2008) . Increased media reporting of medical error, alongside the greater availability of medical knowledge via the Internet, has impacted on public trust and satisfaction with the healthcare they receive (Kohn, Corrigan & Donaldson, 2000) . As a result, patient expectations of the medical profession have shifted. They demand greater quality and accountability from their healthcare providers. These expectancies place health providers under increased pressure to meet these demands (IMO, 2001; Watt, Nettleton & Burrows, 2008) .
These changes have taken place in an international economic climate characterised by significant and continuing cuts to healthcare spending. This has resulted in staff shortages, increased pressure on hospitals and health worker migration (Kearns, 2010; Shannon, 2010; Garland, 2011) . In Ireland, €2 billion (3.2%) has been cut from the health budget since 2008 and a further €1.5 billion (2.4%) in cuts have been proposed for the next three years (Condron, 2011) . Given the extremely labour intensive nature of the health system (approximately 50% of healthcare expenditure is allocated to staff), the bulk of these cuts are likely to be salary cuts (Brick & Nolan, 2010) . Doctors in training (Non Consultant Hospital Doctors (NCHDs) -called 'junior doctors' in this paper) are crucial to the provision of frontline care to patients and Ireland is currently experiencing a shortage of these doctors. Irish doctors are said to be experiencing a 'crisis of morale' and electing to work abroad (Garland, 2011) . The challenges faced by junior doctors in Ireland are outlined here as an illustration of the problems facing junior doctors in many jurisdictions where health finances are shrinking at the same time as demand for care is increasing.
Ireland has struggled to implement the European Working Time Directive (EWTD), which limits the working hours of doctors to 48 hours per week. The shortage of junior doctors in Ireland along with the failure to implement healthcare reforms, particularly the move from consultant led to consultant delivered care (Lynch, 2011) , means there is insufficient doctors to successfully implement the EWTD. Its limited implementation means that junior doctors continue to work in excess of the maximum 48 hours per week, according to the recent Irish Medical Organisation survey of NCHDs (N=709) (Irish Medical Organisation (IMO), 2011). Over half (55%) of NCHDs do not get paid for all hours worked. The majority (79%) felt that sufficient locum cover is not provided, which results in non-granting of educational leave (IMO, 2011) . The survey also revealed two-thirds of NCHDs described their morale levels as low (IMO, 2011) . Training grants, to cover continued training for doctors, have also been removed (Kearns, 2010) . Excessive workloads and poor training opportunities make the role of junior doctor less attractive for medical graduates and better working conditions overseas will continue to attract Irish medical graduates unless these issues are tackled (IMO, 2011) . (IMO, 2011) . Currently the majority of unfilled junior doctor posts are these non-training posts and a recent survey of junior doctors found that a third of those not on a training scheme are not confident of being accepted for higher specialist training in the future (IMO, 2011) . This is due mainly to the level of competition within the system. Even for those who have completed higher specialist training, it is estimated that 60% will have to emigrate to secure employment as a consultant due to the limited availability of consultant posts (IMO, 2011) .
The aim of medical workforce planning in any health system is to train and retain sufficient health professionals to meet the health needs of that country (Humphries, Brugha & McGee, 2009) . While educating adequate numbers of doctors to graduation, Ireland is currently short of junior doctors. The health service is actively recruiting doctors from other countries to fill hospital vacancies (Department of Health, 2011) . Research has shown that the current solution of international recruitment of doctors may provide an effective response in the short-term, but will not offer the best long-term solution to addressing shortages (Teljeur, Thomas, O'Kelly & O'Dowd, 2009 ). The long-term success of such a strategy depends on Ireland's ability to retain these staff after recruitment (Humphries, Brugha & McGee, 2009 ).
International research shows that poor working conditions are a major factor for medical emigration and that the likelihood of returning is also heavily dependant on improvements in working conditions (Sharma, Lambert & Goldacre, 2012) . In Ireland, the loss of public funding has had direct effects on the working conditions of doctors e.g. training funding cuts, increased working hours, limited availability of consultant posts. The impact of these changes is best exemplified by the current junior doctor recruitment difficulties (Garland, 2011) . Gaining insights from doctors into the challenges currently faced is vitally important to improving the working environment for junior doctors in Ireland and to ultimately improve retention.
Given such structural, cultural and situational factors impacting on doctors working conditions, it is perhaps unsurprising that both cross-sectional and longitudinal research has shown that doctors display consistently higher levels of stress than the general working population (Firth-Cozens, 2003; Piko, 2006; Ochsmann, Zier, Drexler & Schmid, 2011) . While doctor performance has been subjected to much scrutiny in recent years, along with healthcare restructuring and patient experiences, far less attention has been afforded to the experiences of doctors as workers in the system and to their working conditions (Watt, Nettleton & Burrows, 2008) .
Previous works in Ireland have examined medical students career choices (McHugh, Corrigan, Sheikh, Lehane, Tanner & Hill, 2011) , NCHD training posts and opportunities (Royal College of Physicians Ireland, 2007) and nurse perceptions of their work environment and levels of burnout (Scott, Matthews, Kirwan, Lehwaldt, Morris & Staines, 2012) . Given the current difficulties surrounding the retention of Irish doctors to Irish hospitals, this study was undertaken to describe junior doctor experiences within the hospital setting as frontline staff and to highlight their major work and career concerns. It is the first to examine such experiences among junior doctors working in Irish hospitals and contributes to a growing body of work in the health workforce-planning arena in Ireland.
Methodology
This study was conducted as part of a wider FP7 funded project Improving quality and safety in the hospital: The link between organisational culture, burnout, and quality of care (ORCAB) 1 . This project aims to identify the individual and organisational factors impacting on quality of care and patient safety. It further aims to design interventions to improve both the quality of patient care and physician well being. Ethical approval for the study was obtained from the institutional Research Ethics Committee.
Data Collection Method
Qualitative interviewing was seen as the most suitable method for this study, given the study aimed to explore an area about which relatively little research has been conducted (Morse & Field, 2002) . The study sought to capture respondent's opinions, feelings and experiences within the complex system they work and qualitative interviewing provides the framework to gather rich sources of data (May, 1993) .
Interviews 'can reach aspects of complex behaviours, attitudes and interactions which quantitative methods cannot' (Pope & Mays, 1995, p. 44) and have been used by others to explore health professionals' opinions on their working lives (Chen et al, 2011; Watt, Nettleton & Burrows, 2008; Humphries, Brugha & McGee, 2009 ). 
Participants

Recruitment
Researchers anticipated the difficulty of gaining access to a sample of junior doctors early on, given difficulties experienced by other researchers in recruiting/interviewing junior doctors (Levenson et al, 1998; Vangeest, Johnson & Welsch, 2007) . The opportunity to recruit a sample of newly appointed clinical tutors to an Irish medical college arose in early July 2011. Up to the point of interview, these junior doctors had not officially undertaken their teaching roles and would therefore be similar to the wider junior doctor population. This purposive sampling was deemed appropriate given the goal of the study was to obtain insights into junior doctor experiences specifically within the hospital setting. The study was less concerned with specific details of the subspecialties doctors belonged to and more concerned with their general experiences as junior doctors in Ireland (Onwuegbuzie & Leech, 2007) .
Information about the study and its purpose was provided to all potential respondents in attendance at a clinical tutor induction programme by two researchers (YMcG & HB) and individuals were invited to participate. Contact details of all those who expressed an interest in participating were taken on the day. YMcG & HB followed up with individuals by email or phone, providing more detailed study information, responding to individuals concerns about participation and arranging suitable interview times and locations.
Data Collection
In depth interviews were conducted with twenty junior doctors working in eight different Irish hospitals. Doctors were of varying specialties, age, gender, nationality and seniority. Interviews were conducted by YMcG and interview notes were taken by HB. Sample size guidelines suggested a range between 20-30 interviews to be adequate (Creswell, 1998) . Interviewer and note taker agreed that thematic saturation, the point at which no new concepts emerge from subsequent interviews (Patton, 2002) , was achieved following completion of twenty interviews. Prior to interviews respondents were required to provide written consent and were assured of their anonymity.
Interviews took place in respondent's place of work and lasted an average of 40 minutes. For comparability across respondents a semi-structured interview schedule, which had been developed by the ORCAB project team and used in several other country contexts, was used to guide the interviews. The interview schedule covered four broad themes; current work; relationships with colleagues, patients and hospital management; stressful aspects of work; and opportunities available for further training and career development (See Appendix).
Data Collection method
Note taking was used in place of digitally recording interviews. It was felt that junior doctors newly appointed to the clinical tutor role would be concerned about anonymity and researchers perceived audio recordings a possible barrier to recruitment. Note taking was deemed a less obtrusive method of data collection.
Secondly many of the topics discussed during interviews centred on potentially sensitive topics such as personal clinical competency, the competency of colleagues and the quality of care provided within hospitals. It has previously been noted that the audio recording of interviews depends on 'the culture, the position of the respondent within the organization, and the sensitivity of the issue' (Varvasovsky & Brugha, 2000. P. 342) . Researchers wished to facilitate an open and honest discussion regarding these issues and it was felt that respondents would be more comfortable without audio recording interviews.
Every effort was made during the interview to capture respondent's information accurately. A note taker with extensive experience interviewing health professionals across several European countries (Morgan, Burke & McGee, 2012) was appointed to complete this task to the highest level. The interviewer, where possible, also took field notes and both sets of notes were combined to produce an extensive transcript of the interview. The interviewer in this study (YMcG) had been involved in earlier research on the ORCAB project and had previous experience conducting face to face and telephone interviews as part of other health services research projects.
Analysis
Initially both the interviewer and note taker independently coded three interviews and discussed the major emerging themes relevant to the study. Codes were then developed to classify data inductively within each theme. This inductive approach to analysis allows for ''an understanding of meaning in complex data through the development of summary themes or categories from the raw data" (Thomas, 2003) .
The interviewer (YMcG) then proceeded to code the remaining interviews and emerging themes were discussed and reviewed by the two senior members of the research team. Data management was facilitated by the use of the NVivo qualitative data analysis package. The extracts from the interviews presented below, while not verbatim quotes, are drawn from transcripts and are as accurate as possible.
Results
The analysis revealed three recurrent themes, which reflect the perspectives of junior doctors in this study regarding their working conditions: unrealistic workloads, fatigue and its impact and undervalued and disillusioned.
The Unrealistic Workload
All respondents felt their workloads were unrealistic. While the increasing acuity and multi-morbidity of their patients was acknowledged as a contributing factor, respondents felt that their unrealistic workloads were predominantly due to staffing shortages. All spoke of working excessively long hours, of the frequent interruptions during breaks, the unpredictability and the time urgency for task completion that characterised their working day. Along with the undesirable impact on their day-today working lives, there was a consensus among respondents that their current workloads would negatively impact career progression given weak opportunities for training. While respondents viewed colleagues overwhelmingly as a source of support, administrative staff were often perceived as less supportive, disrupting workflow, adding additional workload to respondents and ultimately impacting on time with patients.
Staff shortages
Staff shortages was an issue raised by most respondents. Since 2007 a public sector recruitment ban on health service staff has been in place in Ireland and the effects of this ban on the working conditions of respondent doctors was evident.
There's always one person missing from a team. Sometimes there is no Registrar on a team, so we have to make decisions on our own without more senior input.
(Respondent 15)
Staff shortages also meant that training days and mandatory study leave, which had previously been available to junior doctors, were often overlooked by the hospital.
Respondents felt that the lack of training would have a negative impact on their careers in the future, as continued training was deemed essential for career advancement.
Respondents associated understaffing with longer hospital stays for patients as patient issues were not noticed as quickly as they should be. Longer hospital stays has implications for the patients in terms of a timely response to their condition and the doctor in terms of additional workload. There are also the economic costs to the health system with patients spending longer in hospital. In the US, research shows that suboptimal care leads to patients spending an average 1.9 extra days in hospital, which involved an additional cost of $2,262 per patient (Ovretveit, 2000) .
The length and unpredictability of the working day
Respondents typically worked 80/90 hours a week and regularly worked several unpaid hours after their shift officially ended. Respondents were aware of only one hospital where the EWTD had been implemented and in all other hospitals respondents routinely worked over the mandated 48-hour week. Periods of rest were very short and irregular during their working day and characterised by frequent interruptions from their bleepers.
I work 80-90 hours a week…9 to 5 in the clinic and over the last month three or four 12 hour weekend shifts in X hospital, three or four 24 hour shifts in Y hospital.
(Respondent 22)
It was also apparent that their working day did not end once they left the hospital.
Paperwork was usually done at home as respondents prioritised patient time above paper work during the day.
The job is not one that can be forgotten about when you get home; further administrative work needs to be done at home. (Respondent 13)
All respondents spoke about the unpredictability of their working day, and the challenge of managing their ward, clinic duties and administrative duties. Bringing home additional work interfered with the limited personal time respondents had.
It is the not knowing. I have missed christenings and birthdays and let people down.
(Respondent 22) Administrative Staff
While colleagues, for the most part, seemed to be a major source of support for respondents, many spoke negatively about their experiences of working alongside hospital administration staff. Respondents often felt that administrative staff resisted scheduling certain clinical tests that were clearly warranted. Their attitude, it was felt, often provided barriers to delivering prompt care and disrupted workflow.
The resistance of the system to my giving the care I would like to give to patients.
You have a plan for treating the patient, but admin doesn't allow you to put it into action. The attitude is 'can't do, won't do' all the time……70 to 80 percent of the time, you're confronted with negativity. It wears you down. (Respondent 21)
Time urgency
All respondents felt that their face-to-face time with patients was rushed and that they were constantly working against the clock. Respondents spoke about patients having to wait for hours before being seen by a doctor in the clinic and they felt that these waits negatively affected the quality of care provided.
I have a sense of dissatisfaction with being able to give each patient on a round just 90 seconds on average. Time pressure means I can't deliver on bringing a patient through the process. (Respondent 20)
In the context of long working days, infrequent breaks and staff shortages it is unsurprising that respondents referred to their workloads as unrealistic. There appears to be a mismatch between what doctors were trained to do and what is actually required of them in their clinical roles. With respondents emphasising an increased focus on administrative management, time management and communication skills. It is evident that respondents struggled to incorporate these additional roles into their already busy workloads. However it was unclear whether this struggle stemmed from a genuine lack of training (as undergraduate medical programmes routinely provide training on these skills) or from the chronic staffing shortages and sheer volume of patients respondents had to deal with as frontline staff.
Fatigue and its Impact
Despite excessive working hours, an intensive workload, infrequent breaks and sleep deprivation, respondents were reluctant to label themselves as 'stressed', when directly asked by researchers. They were however forthcoming in discussing the fatigue they experience at work. They were concerned about the implications fatigue may have on the quality of patient care but did not appear concerned about any impact it may have on their own wellbeing.
Impact on the patient
While most respondents felt they could cope with tiredness, they were concerned that it could lead to mistakes. Respondents mentioned that the combination of having to make major decisions after working so many hours together and the responsibility for that was very challenging. These respondents felt that when tired, they were more likely to question their judgement and to check something several times, which slowed them down.
The interpersonal aspects of quality care such as a lack of time to spend with patients was of concern to respondents along with the technical aspects (Donabedian, 1988 
Impact on the doctor
Interestingly respondents acknowledged that their working conditions might affect their work performance, on occasion. However they did not appear to be concerned about the impact of these conditions on their own well being.
I absorb a lot of it (challenging aspects of job) I suppose, which is not a long-term
solution. (Respondent 20)
Several respondents spoke about working on after their shift if they had admitted a patient earlier to ensure that the patient was adequately followed up. While this may be an admirable effort for doctors to provide continuity of care and therefore a better experience for patients, it further lengthens their working day.
There's an indeterminate end to the day, but I can't leave when there's work not
done. (Respondent 20)
Stress can result when pressure exceeds one's perceived ability to cope or from an imbalance between demands and resources (Lazarus & Folkman, 1984) . Doctors are accustomed to identifying stress or illness in their patients and may see this as something that happens to other people and are therefore reluctant to seek help for themselves (Wong, 2008) . This may in part be due to the highly competitive nature of medical training, which may leave some doctors regarding illness, especially of a psychological nature, as a sign of weakness. There is also the possibility of fear of discrimination by colleagues in terms of career progression (Wong, 2008) .
Their reluctance to use words such as stress to characterise their well being may also be due to maladaptive health behaviours such as a reluctance to seek health advice from other professionals. A systematic review, examining doctors as patients found embarrassment was a recurrent barrier to seeking formal care from another doctor (Kay & Mitchel, 2008) . It also found doctors were reluctant to seek help for 'lessdefined' illnesses, such as stress (Kay & Mitchel, 2008) .
Undervalued and Disillusioned
While stress is an unavoidable part of a career in medicine, unmanaged stress can have damaging consequences (Wong, 2008) . Stress is associated with burnout, a 'state in which individuals expect little reward and considerable punishment from work because of a lack of valued reinforcement, controllable outcomes or personal competence' (Meier, 1983, p.316) .
Respondents perceived the facilities within which they worked to be suboptimal, which contributed to their feeling undervalued as employees. Respondents also viewed their jobs as increasingly restricted to service provision with little time and opportunity for training. This appeared to be a major concern for most respondents, who perceive continued training as a major reward for the intensive work demands placed upon them. The increasing lack of training provided to respondents led to a questioning of their clinical competence and productivity at work.
The structure of the rotation system, whereby junior doctors have to move hospital every six months, appeared to leave respondents feeling unappreciated as employees. Respondents felt they were last to come into consideration in efforts to effect change within their organisation. They felt their opinions were not deemed important given the frequency of their movement between hospitals. Coping with reduced rewards, intense work demands and limited control over their work resulted in respondents' reference to becoming immune to the many inefficiencies they encountered. While this may be protective in the short term, it emerged that respondents were experiencing a growing disillusionment with the system within which they worked and how the public perceived them.
Facilities
Respondents spoke of the suboptimal facilities in which they had to work. Not having basic supplies, such as bedding for doctors on call, was an issue for many. The lack of allotted office space within the hospital setting and no access to a telephone to answer patient-related calls also left many respondents feeling undervalued and underappreciated as employees.
Patients to follow-up so it would be great to have a computer [for] blood tests results.
[I] have to run to nurses' station computer [to check patients' test results].
(Respondent 12)
Professional development
While respondents expected their work to be challenging and at times very difficult, high levels of training was their expected reward for this. Many expressed their concern over the lack of training available to them. In terms of future opportunities, all respondents felt that additional training was essential but that recent cutbacks were impacting greatly on training opportunities. All respondents expressed a desire to have their learning space protected.
Training isn't the best. It's very much 'see one, do one, teach one'. (Respondent 11)
Rotation
Respondents found the rotations very disruptive, both in terms of the disruption of moving every 6 months and also in terms of leaving patients behind and having new colleagues so frequently. Respondents also felt that their ability to suggest or influence change within the system was weakened by six monthly rotations and constantly being the new person.
It's like starting a new job every time and you get reactions like 'we don't do that here', which flusters you, makes you feel less of a doctor. Little things can throw you and damage your confidence. (Respondent 11)
Doctors may have felt that developing a sense of immunity or detachment to the continual inefficiencies they had to deal with offered them a way of coping with difficult circumstances within which they had to work. of their competence and reduced productivity at work (Wong, 2008) . Poor training prospects are also likely to impact on recruitment and retention given that all doctors want access to high quality posts where they will get experience and training. Posts that are within training programmes attract higher calibre individuals and posts, which are less attractive or not recognised for training, will suffer (Shannon, 2010) .
While it may not be possible, at least in the short term, to increase staff resources thereby freeing up time for training, given the severe budgetary restraints, policy to protect training time is likely to incentivise this group. In the longer term efforts to increase the number of training posts available will be necessary in order to attract and retain high calibre individuals.
Respondents were reluctant to refer to themselves as stressed; however they frequently mentioned being tired. Tiredness and sleep deprivation are forms of stress that can have detrimental effects upon work performance and well being. Lengthy working hours are associated with more medical errors, greater attention failure and increased frequency of occupational injuries (Olson, Drage and Auger, 2009 ).
Research also shows that doctors are less likely compared with other groups of professionals (e.g. pilots) to see the dangers of being tired and overestimate their ability to function when fatigued (Lyndon, 2006; Wallace, Lemaire and Ghali, 2009 ).
Respondents expressed their frustration over the inefficient organisation of hospitals and the fact that this poor organisation impeded their ability to provide acceptable care. Delays with tests, arguments with administrative staff to justify warranted clinical tests, organising access to beds -all affected prompt treatment. Poor residential conditions for medical staff along with inefficient health informatics systems left respondents feeling unappreciated and undervalued as employees.
While these frequently encountered issues frustrated respondents, many spoke of their growing immunity to these inefficient processes. Respondents felt they had limited power to alter the conditions under which they worked and an element of detachment from or acceptance of these conditions was apparent. This is perhaps unsurprising given the high intensity of work, the time demands, the heavy professional responsibility occurring in systems deficient in manpower and physical resources (Watt, Nettleton and Burrow, 2008 In general respondents preferred to have control over decision-making within their job and equated questioning of a clinical decision to a questioning of their clinical abilities. International research has shown that a sense of control over one's practice environment is the largest predictor of doctor satisfaction (Riley, 2004) . Most respondents spoke of the pressure placed on them while on rotation, having to learn on the job with little knowledge of diseases within a new department. Staff shortages often meant they were performing procedures without full training. Levels of stress are related to the levels of knowledge one has over a given situation. Karasek's model of 'job strain' states that jobs are stressful if they combine limited control with high demands and over time are predictive or poor physical and mental outcomes (Karasek, 1979) .
Burnout, a state in which individuals experience emotional exhaustion, depersonalization and reduced personal accomplishment, appears to resonate with many of the issued raised by junior doctors in this study. While most respondents were reluctant to use words such as 'stress' or 'burnout', many referred to feeling fatigued and anxious about their work performance and clinical decision making skills while sleep deprived. Respondents felt unappreciated and undervalued within the system and felt they lacked control to influence change over their work environment. 
Conclusion
This study has identified several 'red flags' that need to be addressed in order to prevent such an occurrence. It is important that Ireland become proactive and not reactive in terms of its policy on protecting and preserving its healthcare workforce.
Action to prevent undue stress and a demotivated junior doctor workforce is essential in terms of providing the highest quality care to patients. The challenges currently facing junior doctors in Ireland identified within this study are likely to be illustrative of problems facing junior doctors in many countries where government spending is decreasing and deficits are rising.
